Health improvement programmes need to be grounded in knowledge of the epidemiology of health problems, their prevalence and incidence, their impact on mortality and quality of life, and their determinants, as well as knowledge about evidence-based solutions. 1(pp.11-52) Different approaches to establishing health needs, however, lead to different priorities for action. The traditional public health approach starts with mortality statistics and these lead to the conclusion that injury prevention should be the number one priority for child public health. Examination of data on causes of illness in children suggests a rather different priority -that of asthma. Information on the quality of life impact of health problems and diseases in childhood is growing, but has not yet reached the stage of enabling league tables to be drawn. Information of this sort can, however, be gleaned from surveys of childhood disability. The most comprehensive of such surveys, carried out in the UK in the 1980s, showed emotional and behavioural problems to be both the most common and the most disabling of childhood health problems. 2 These and other child mental health problems are currently on the increase in the UK. 3 Children's health is important in its own right, and also because many risk factors for poor adult health have their origins in childhood. Consideration of the common causes of premature mortality and disability in adulthood suggest that childhood risk factors for heart disease, cancer and musculoskeletal and mental health problems should be high on the list of priorities. This line of thinking takes us to childhood nutrition and physical activity which are already on the public health agenda because of the current epidemic of childhood obesity. It also takes us to adolescent smoking. The childhood origins of mental health problems include parenting and the quality of the relationship parents make with their children, 4 Promoting health in children and young people: identifying priorities exercise without injuring themselves. This is perhaps surprising since the reviews of evidence-based interventions done for the National Service Framework for Children Young People and Maternity Services 12 found injury prevention programmes to be among those for which the evidence base was strongest. In spite of this, the coverage of injury prevention even in the latter is limited. More attention is given in the National Service Framework (NSF) to nutrition and exercise promotion. The management of asthma is covered in full as an exemplar, drawing on many of the other NSF standards.
The goal of reducing inequalities in health amongst children, both by reducing poverty and by reducing its impact, features strongly in both Choosing Health and in the NSF. Support for parenting and for programmes to improve the quality of parent-child relationships is also clearly identified in both as important for the promotion of emotional and social wellbeing (the basis of positive mental health) and the prevention of mental illness and suicide in later life.
The importance of parenting for child health in terms of nutrition, hygiene and protection from injury has been recognised for centuries, but this focus on parent-child relationships is new. What can support for this aspect of parenting be expected to deliver? Warm, sensitive parenting accompanied by age-appropriate boundaries enforced with positive discipline is protective against mental health problems in childhood. 4, 13, 14 Children who do not experience such care are at an increased risk of a range of mental health problems in adulthood including personality disorder, anxiety, depression, suicidal ideation, low selfesteem and poor psychosocial adjustment. [13] [14] [15] Children in homes where there is a high degree of conflict and poor quality relationships experience a detectable increase in blood pressure and are at increased risk of chronic diseases in school ethos and culture 5 (determined by the quality of relationships in school), and drug and alcohol misuse. The remediable determinants of musculoskeletal problems are less well researched, but injury in childhood and young adulthood is important because it is a prominent cause of physical disability as well as mortality. 6 Public health priorities operating in childhood also include the pervasive impact of socio-economic problems, which increase susceptibility to a wide range of diseases: poverty, inadequate education, and poor social and physical environments.
So have we got the balance right in current public health policy, as described in the new Public Health White Paper Choosing Health 7 and the health promoting and disease preventing standards of the National Service Framework for Children, Young People and Maternity Services? 8 The former covers the childhood determinants of adult health and gives high priority to the prevention of obesity and cardiovascular disease in adult life. Societal issues such as advertising and availability of unhealthy foods and cigarettes, and opportunities for physical activity feature, but there is a strong emphasis on personal choice. Although there is some evidence that programmes to support healthy choices may work in terms of school-based nutrition and exercise programmes, 9 research on programmes to prevent smoking and drug taking, 9 and to intervene in childhood obesity 10 do not suggest that the personal choice approach will be particularly successful for these problems in childhood and adolescence. School mental health promotion programmes which also feature in Choosing Health are, on the other hand, among the most successful of school health promotion programmes. 4, 5, 11 The prevention of injury is mentioned, but the entries are hard to find and focus on enabling children to increase their participation in adulthood including, in some studies, heart disease, musculoskeletal problems and cancer. 15 One possible mechanism for this impact involves the hypothalamicpituitary response to stress. 1 (pp.156-166), 14 Parental sensitivity and attunement to their infants' needs seems to set this response at a low level of arousal, whereas poor relationships set the scene for hyperresponsivity to stress in later life. Poor quality relationships also increase the risk of smoking, drug and alcohol misuse and poor nutrition in adolescents. 1 (p.39), 16 Children from such families are also at increased risk of academic failure. 17 The quality of childhood relationships shows a social class distribution with poorer relationships more common in families living in deprivation, but the variation within social groups is much greater than that between it. 18 Because they increase the risk of antisocial behaviour, criminality and violence and school drop out, these relationships also play a part in maintaining cycles of disadvantage. Studies which have tried to disentangle cause and effect suggest that parenting is a mediating factor between poverty and poor health outcomes. They show that children living in homes where relationships are good are protected from the adverse effects of poverty 19 The profound short-and long-term public health benefits of breastfeeding are widely accepted, and in recent years UK health policy has acknowledged this by introducing a target for initiation rates, a policy goal of increasing exclusive breastfeeding to six months, and a series of supportive policy statements. [1] [2] [3] [4] However, there is a very real problem to be addressed before policy aspirations can be met. The UK has one of the lowest breastfeeding rates in Europe, with the lowest rates among the most disadvantaged groups. 5 Breastfeeding is commonly seen as embarrassing and difficult to do. Compounding the problem is a longstanding lack of sound education and training for health professionals, and indeed for the many others who have an influence on breastfeeding mothers, including Sure Start staff, child minders, nursery nurses and pharmacists. This short article describes a recent systematic review in which interventions to promote and support breastfeeding duration were examined, with a particular focus on interventions that might work with disadvantaged groups. The report of the review has been published in summary form 6 and will soon be published in full. 7 The review included four major sections: public health; public policy; clinical interventions; and education, training and practice change for health professionals and lay counsellors. Each section had its own inclusion and exclusion criteria, appropriate to each topic area. Following a systematic search and pre-screen, a total of 80 studies (including three systematic reviews) were included. Analysis included an assessment of quality, salience and
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